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**Editorial: Placenta praevia: the evolving role of ultrasound**

Y Oyelese. *Ultrasound Obstet Gynecol* 2009; 34: 123--6

This is a succinct review of the place of ultrasound in the diagnosis of placenta previa, placenta accreta and vasa previa. It should be noted that routine screening for vasa previa at the time of the midtrimester scan is feasible and accurate, but we still need to determine which are the most predictive findings. The selection of patients with placenta previa who can be managed as outpatients and those who can attempt vaginal delivery still needs more research.

**Prenatal sonographic diagnosis of skeletal dysplasias**

Schramm T, Gloning KP, Minderer S, Daumer‐Haas C, Hörtnagel K, Nerlich A, Tutschek B. *Ultrasound Obstet Gynecol* 2009; 34: 160--70

This meticulous paper reviews 176 fetuses with a prenatal diagnosis of skeletal dysplasia. As we all know the prenatal diagnosis of this group of conditions is a challenge. The authors identified 23 different types of skeletal dysplasia in their study. The prenatal diagnosis was initially correct in 67.9%. The commonest lesions were: Thanatophoric dysplasia (25% of all cases); andOrteogeneses imperfecta (22% of all cases).

In these the prenatal ultrasound diagnosis was correct in 88% so we should be able to diagnose correctly almost half of the skeletal dysplasias in practice.

**Counseling in isolated mild fetal ventriculomegaly**

Melchiorre K, Bhide A, Gika AD, Pilu G, Papageorghiou AT. *Ultrasound Obstet Gynaecol* 2009; 34: 212--24

This is an exhaustive review of an important topic and is worth careful reading. We are reminded that an atrial width of 10--15 mm constitutes isolated mild ventriculomegaly in the absence of associated ultrasound anomalies.

Most infants diagnosed prenatally will do well but 11% will have neurodevelopmental delay. Careful follow up scans in the third trimester with or without MRI should be considered as other anomalies may be diagnosed after the initial scan and increasing ventriculomegaly may occur.

**Fetal arrhythmia: Prenatal diagnosis and perinatal management**

Maeno Y, Hirose A, Kanbe T, Hori D. *J Obstet Gynaecol Res* 2009; 35 (4): 623--9

Most fetal arrhythmias are benign and are often first picked up in the antenatal clinic or at a routine obstetric scan. But it is important to make accurate prenatal diagnosis to select these fetuses who may be at risk of hydrops and who will need tertiary centre care. This is where this article can help refresh our memories of a condition many of us see infrequently.

**Assessment of intracranial translucency (IT) in the detection of spina bifida at the 11--13 week scan**

Chaoui R, Benoit B, Mitkowska‐Wozniak H, Heling KS, Nicolaides KH. *Ultrasound Obstet Gynaecol* 2009; 34: 249--52

The search is on for a way of diagnosing neural tube defect in the first trimester!

The fourth cerebral ventricle is easily recognizable in the standard mid‐sagittal view of the fetal face we see at the nuchal translucency scan. So the authors claim. They also point out that if we do not see it there may be an open spina bifida.

Obviously larger studies need to be done but once again; Nicolaides and his group open our eyes to new diagnostic possibilities.
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**Shoulder ultrasound**

Patrick R Meyers, Joseph G Craig, Marnix van Holsbeeck. *AJR* 2009; 193: W174

For those that don\'t like to read, you can now watch the movie. Sit back, feet up, and enjoy. By the way don\'t forget the drink and popcorn.

In this movie you will get to watch scanning techniques employed to image the rotator cuff, what images to take, and dynamic manoeuvres incorporated into the exam. This is all demonstrated using an atypical patient, of course.

Cases are also presented demonstrating pathology, and tear criteria listed.

In the September issue you can also watch the following movies: Achilles tendon and Morton\'s neuroma.

**Early rheumatoid arthritis and its differentiation from other joint abnormalities**

Nathalie Boutry, Clarissa Canella Moraes do Carmo, ReneMarc Flibo, Anne Cotton. *Eur J Radiol*; 2009: 71: 217--24.

In this review the pathophysiology of rheuamatoid arthritis is described and the importance of early detection outlined. Plain x‐rays do not cut the mustard in assessing early changes, hence the need of more sensitive imaging techniques: MR and ultrasound come to the rescue.

Early changes that can be detected on both MR and ultrasound associated with rheumatoid arthritis includes synovitis, tenosynovitis, bursitis, and bony erosions. The sonographic and MR appearances are described and images are presented. Response to treatment can also be monitored. A good read.

**Sonography versus nerve conduction studies in patients referred with a clinical diagnosis of carpal tunnel syndrome**

D Pastare, A K Therimadassamy, E Lee, E P Wilder‐Smith. *J Clin Ultrasound* 2009; 37 (7): 389--93.

This is a prospective study of 66 patients, which compares the value of ultrasound with nerve conduction studies in patients with carpal tunnel syndrome, using clinical diagnosis as the gold standard.

The authors\' conclusion: nerve conduction studies show a greater sensitivity (82%) versus ultrasound (62%) for carpal tunnel syndrome. These findings are similar to those published in the literature.

However, do not despair because according to the article, ultrasound can be used as an initial screening test because of its high positive predictive value, reserving nerve conduction studies when the ultrasound was negative. The authors found that this could be decreased by 50%. Furthermore employing ultrasound in the first instance would reduce medical costs, patients tolerate it better, and causes for carpal tunnel syndrome such as ganglia could be established. So a role for ultrasound definitely exists.
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**Doppler ultrasound of portal hypertension**

Robinson KA, Middleton WD, Al‐Sukaiti R, Teefey SA, Dahiya N. *Ultrasound Quarterly* 2009; 25: 3--13.

Don\'t skip this review article because you think you know enough about portal hypertension -- no matter your level of experience there will be something in it for you. You will get answers to the following questions amongst others; why are both hepatic and portal vein flow sometimes pulsatile, what is the relationship between portal hypertension and portal vein velocity, where should one look for the first signs of retrograde portal flow and what is helical (or pseudo reversed flow) in the main portal vein?

You will also get to see the best images of the coronary (left gastric) vein and a detailed description of where to find this important but hard to image vessel. Who knows in what percentage of the authors\' patients they get these kinds of images?

Finally, there are a few good technical points about the effect of transducer pressure on the liver surface and how to augment portal vein flow by abdominal pressure which is an interesting idea for patients with suspected portal vein thrombosis.

**An overview of renal transplantation: current practice and use of ultrasound**

Irshad A, Ackerman SJ, Campbell AS, Anis M. *Semin Ultrasound CT MRI* 2009; 30: 298--314.

What is going on with the sudden spate of review articles of imaging for renal transplant complications. There were at least three others that I know of last year in the English language alone:

*Ultrasound Quarterly* 2008; 24: 77--87

*Radiologic Clinics of North America* 2008; 46: 79--93

*Current Problems in Diagnostic Radiology* 2008; 37: 67--79

If you haven\'t read any of these previous reviews, you might as well read this one because it at least has good images and presents the state‐of‐art as it has been since the turn of the century. Using the tried and tested (boring) formula of a list of all possible complications followed by a discussion of vascular, collecting system, perinephric, parenchymal and post biopsy complications, you are left in no doubt as to the value of ultrasound in the initial investigation of renal transplant dysfunction. CT, Angiography and MRI are making inroads for disease confirmation in what was previously only ultrasound and nuclear medicine turf. However, if you are looking in this article for something new... keep looking!

**Cerebellar injury in pre term infants: incidence and findings on ultrasound and MR images.**

Steggerda SJ, Leijser LM, Wiggers‐de Bruïne FT, van der Grond J, Walther FJ, van Wezel‐Meijlerl. Radiology 2009; 252: 190--9.

I wonder how many cerebellar and brain stem haemorrhages go unrecognised on head ultrasounds in very pre term neonates? If we believe this article then using only the anterior (AF) and posterior fontanelle (PF) views we are missing most and we need to do mastoid fontanelle (MF) imaging. In this study of 77 infants less than 32 weeks gestation investigated by head ultrasound and MRI, seven had posterior fossa haemorrages on MF but only two of these were seen on AF and PF views. MR showed an additional six neonates with punctate cerebellar haemorrhages with normal ultrasound.

Looking at the images reminded me of the bad old days of neonatal head ultrasound before small sector scanners when linear array images similar to the fetal head images of obstetric ultrasound were routine. These are the "new" images now necessary to diagnose posterior fossa abnormalities and not the PF images popularised a decade ago -- back to the future again! No wonder I am sceptical, but at least agree with the article\'s conclusion: "Perinatal risk factors, the effect of cerebellar haemorrhage on neurological outcome and the prognostic implications of punctate lesions need further investigation".

**Carotid intima‐media thickness: an early marker of cardiovascular disease.**

Polak JF. *Ultrasound Q* 2009; 25: 55--61.

Everything you ever wanted to know and were afraid to ask ... in case you were then told you had to start measuring IMT at three sites of the common and internal carotid arteries often considered necessary for research protocols. In this review article the inconvenient truth of its very limited clinical value is revealed by an expert in the field who has published widely on this topic.

So what is the bottom line? IMT is a good technique for epidemiological studies of large populations where an increased value has been shown to correlate with future myocardial infarction and stroke, but given the small size of the measurements, tiny changes with time, problems with measurement reproducibility due to equipment and measurement process, variable normative data with age, sex and ethnicity, an individual measurement of IMT has little prognostic significance. Most important, to date serial measurements are unreliable over the short time period necessary to see whether interventions to decrease atherosclerosis are being successful.
